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INTRODUCTION
Sociologists have a long-standing interest in studies of local communities and the effects of industrialization on interpersonal relationships [1, 2] . The related concepts 'community lost' and 'community saved' as well as contemporary formulations of the rural/urban contrast, are based on a set of assumptions about the organization and content of interpersonal ties in traditional societies, assumptions which have themselves been the object of study [2] .
In several studies focused on social capital and its relationship with different aspects of health, the concept of social capital as developed and defined by Putnam and Cooleman in the 1990's has been used. To quote Robert Putnam regarding social capital, it is the property of a collectivity and refers to 'features of social life -networks, trust and norms -that enable participants to act together more effectively to pursue shared objectives' [3] , which suggests that 'social capital needs to be distinguished from other properties of individuals, families and communities' [4] .
Mohan and Mohan [5] ascertained that social capital should be distinguished from Bourdieu's concept of cultural capital, which he defined as the possession of cultural resources and skills necessary to participate in elite social interactions, and which was itself wholly the property of the individual actor in the culture, i.e. a person. The concept of social networks has often been used to describe the access to resources of a material or nonmaterial kind. Bourdieu defined social capital as 'an aggregate of the actual or potential resources which are linked to the possession of a durable network of more or less institutionalized relationships of mutual acquaintance and recognition' [6] . Woolcook and Narayan [7] mentioned that this formal definition stresses that social capital refers to the social norms and networks that enable people to act collectively; this definition focuses on resources, rather than the consequences, therefore recognizing that important features of social capital, such as trust and reciprocity, are developed in an iterative process. The classical definition of social capital presents the community as a primary unit of analysis, and individuals and households are perceived as significant elements of the community [7] .
An important predictor of social capital and its related processes is community type, especially the differences between rural and urban communities [8] . Hofferth and Iceland [9] discussed the traditional approach to differences in social capital in rural and urban areas in relation to effects of urbanization and industrialization on social ties. In classical sociology, rural communities has been described as a networks of close personal ties that significantly influenced all dimensions of personal life. These relationships usually gave strong social support, but in some way may limit mobility. The process of industrialization and urbanization disrupted traditional systems of control and exchange among kin, and rural to urban migration decreased the frequency and intimacy of contacts among kin and weakened intergenerational ties [9] . Many studies confirmed that in urban areas social contacts have become impersonal and transitory, but many migrants from rural to urban areas establish close ties in the urban environment, and urban residents have as many social ties as small town residents, even if the nature of these ties differ [10] .
The situations of people in rural and urban areas have converged over the past few decades. Rural and urban populations continue to differ along several dimensions [9] . These authors noticed that rural American residents have more children and seniors, and fewer young and middle-age adults, and are characterized by a more traditional household structure, and the per-capita income level is also lower (77%) than those living in metropolitan areas. [9] .
Differences in social network and the nature of interpersonal relationships as a basis of local communities has been well studied in relation to such aspects as the types of exchange relationships between parents and children, and nature of social networks (rural participants of social networks had known each other longer, and were more likely to be related than were the members of metropolitan networks).
As mentioned above, sociological studies until recently have primarily been concerned with the causes of observed changes over time in the nature of social capital in rural and urban areas; in the last decades, the interest of sociomedical researchers has shifted to the role of the different dimension of social capital on health outcomes. Relationships between social ties, social support social trust in older ages, and the risk of mortality, have been well documented [11] . Of particular importance has been the discovery that the absence of social ties has a very important impact on health. The role of social networks on health and the influence of social ties on mental health has also been well-documented [12, 13] . Several studies confirmed the role of supportive social networks in self-rated health and well-being.
A review of the literature shows that only in a few studies have analysed the role of social capital in rural and urban areas in relation to subjective indicators of health, such as self-rated health and well-being. Less is known about regional differences in social participation, and social integration in relation to the self-rated health and well-being of older people on the local level in such countries as Poland. In this case, patterns of social participation of older people, as well as the perception of social trust and social integration, should be analyzed as a consequence of past circumstances experienced by older people, and associated with the stability of place of residence, or as an effect of different forms of migration caused by the political conditions (changes of west-east national borders) or influenced by processes of industrialization and urbanization which took place in the second half of 20th century.
The purpose of the presented study was to assess the differences between rural and urban areas as regards the role of social capital (social support, social network, trust) and its effect on self-rated health and subjective well-being among older persons in Poland.
MATERIALS AND METHOD
Study design and sampling. The cross-sectional study COURAGE in Europe was conducted in 2011-2012 [14] . The sample was selected on the basis of a multi-stage clustered design from the non-institutionalized adult population. Analysis was based on 1,299 elderly people aged 65 and over from the general Polish population. Face-to-face interviews were performed by specially trained interviewers at the homes of the individuals under study. The individual response rate was 66.5%. Data were weighted to generalize the study sample to the reference population.
Measurements. Place of residence was measured as a dichotomized variable with the categories: urban and rural. An area was defined as urban when it has been legally proclaimed as being urban. Such areas include towns, cities and metropolitan areas. All other areas that are not classified as being urban, were defined as a rural area. This includes commercial farms, small settlements, villages, and other areas which are further away from towns and cities.
Six regions of Poland (south-west, south, east, central, north and north-west) according to the first level of Nomenclature of Units for Territorial Statistics (NUTS) classification were distinguished [15] .
Age was calculated as the difference between date of birth and date of final interview; next, missing data was imputed from variables concerning age declared by respondent. Information about gender and total household income was also included. Level of education was assessed by the total number of years completed at school. Perceived social support was measured by the OSLO-3 Social Support Scale [16] . Loneliness was assessed by means of the Three-item UCLA Loneliness Scale [17] . Trust was measured as a factor score of 5 items. Four questions were measured on the 5-point Likert scale and concerned the extent of trust towards people from neighbourhood, those with whom the respondents work and strangers and members of their families. One question was related to general trust towards people measured by a dichotomous variable.
Participation was assessed as a global factor score of 8 items, where the results support hierarchical factor structure consisting of 2 lower order factors and one higher order factor. Questions concerned the frequency of attendance at public meetings, meetings with a community leader, attendance at any group or organizational meeting, work with people from the neighbourhood to fix or improve something, having a friend visit the home, visiting or hosting someone who lives in a different neighbourhood, attendance at sport competitions or performing sport with someone else, and getting out of the house to attend social meetings. All questions were measured with 5-point Likert scale, ranging from never to daily.
In order to measure the social network -the COURAGE Social Network Index (SNI) was used [18] . The COURAGE-SNI assesses elements of the function of social networks (frequency of direct contact, ties and social support) provided by structural components (spouse or partner, parents, children, grandchildren, other relatives, neighbours, friends, co-workers). The score was obtained by Item Response Theory procedure and the results interpreted as social networks saturation.
All the aforementioned scales ranged from 0 -100, where 0 indicated the lowest level of support, loneliness, participation, trust and social network saturation, while 100 the highest one.
Self-rated health was assessed by question: In general, how would you rate your health today? with 5-point response categories ranging from 'very good' to 'very poor'. The variable was recoded into reverse order. Chronic health conditions were measured with self-reported information. Respondents were asked whether they have ever been diagnosed with: arthritis, angina or angina pectoris, diabetes, chronic lung disease, asthma, depression, hypertension, and have they ever been told by professionals that they have had a stroke. For the analysis, the continuous variable of the total number of chronic diseases was created.
Subjective well-being was measured by the abbreviated version of the Day Reconstruction Method (DRM) [19] . Respondents were asked to systematically reconstruct their activities related to one of the 3 parts of the previous day: morning, afternoon, and evening, and report the strength of feeling accompanying the activities on a scale ranging from 0 (not at all) -6 (very much). It was shown that the results provided by the abbreviated version of the DRM combining the afore-mentioned sets aggregated over the population and the results from the full day version, where respondent were asked about the activities performing during the whole previous day, gave a similar profile of the population [20] . As a result, the net-affect index was computed as the difference between the average assessments of intensity of the 2 positive moods (calm or relax and enjoy), and the average assessment of intensity of the 5 negative responses (worry, rushed, irritation or anger, depression and tension or stress), weighted by the activity duration. Scores ranged from minus 6 to 6, and a higher score indicated a higher level of subjective well-being.
Statistical analysis.
Statistical analyses were performed using IBM SPSS Statistics 20 and Mplus 7. Data were tested for normality using the Kolomogorov-Smirnov test (with Lilliefors correction). The differences in socio-demographic characteristics, social capital, health status and well-being between urban and rural older people were verified by the Student's t-test or Mann-Whitney U-test. Chi-square test was used to assess gender and regional differences between the urban and rural population.
Identification of the determinants of self-rated health among urban and rural older people was done by the ordered probit regression model, performed under the assumption that the ordered categorical variable measure of the self-rated health is a proxy for a true underlying latent variable, which is normally distributed. For independent continuous variables, probit coefficients from Mplus are normal linear regression coefficients [21] . Subsequently, similar analysis was performed across the 6 NUTS regions of Poland. Model 1 estimated the association between age, gender, level of education and total number of chronic diseases as determinants of self-rated health; models 2-6 assessed social network, social support, loneliness, social participation and trust as determinants of self-rated health controlling for age, gender, level of education and total number of chronic diseases.
Possible determinants of subjective well-being among urban and rural elderly people in the whole country and across the 6 NUTS regions of Poland were assessed using the multivariate linear regression model.
RESULTS
Generally 66.1% older people were residents of urban areas and 33.9% of rural areas. Demographic and social characteristic of respondents showed differences between urban and rural elderly residents in relation to the number of years of education, total household income and social participation. A higher level of subjective well-being was also observed among urban older people. Differences among divided regions were observed in relation to the structure of urban and rural residents. The highest proportion of urban older residents was noticed in the north-western and south-western regions and the lowest in eastern region; as a consequence of this structure of urban citizens, the highest rural older residents were observed in the eastern region and the lowest in the north-western region (Tab. 1). Table 2 presents the differences in socio-demographic characteristics, social capital, subjective health and wellbeing between older people living in urban and rural areas across the regions of Poland. In the eastern region, statistically significant differences between urban and rural areas were observed in relation to age and social participation. In the northern region, urban and rural older residents differed in relation to self-rated health and subjective well-being. Moreover, significant differences were found between urban and rural older people in the level of social participation, as well as self-rated health and total number of chronic diseases,.
In urban areas, the social network and social participation supported positive self-rated health; in rural older residents, the number of years of education and social support played the same role, while self-rated health decreased with increasing level of loneliness. Self-rated health decreased in both groups of older people with a growing number of diseases (Tab. 3).
Multivariate linear regression model of predictors of wellbeing in older age also confirmed differences between urban and rural elderly residents. In rural residents, subjective well-being significantly increased with the positive effect of social network; whereas, both in urban and rural areas, poor assessment of subjective well-being in older age increased with a higher level of loneliness and growing number of chronic diseases (Tab. 4).
Differences in determinants of self-rated health in urban and rural elderly residents across the mentioned 6 regions was shown, based on multivariable models of ordered probit regression. In the eastern region, self-rated health decreased with an increasing of number of diseases, and increased with social support in rural residents, while selfrated health decreased with level of loneliness. Data from the south-western region confirmed a worse assessment of self-rated health depended on a higher number of diseases, independently of the type of area of the residents. In urban areas of this region, positive self-rated health in the urban citizens increased with the number of years of education and social network index, whereas social participation and social trust and decreased with the higher level of loneliness. In the central region, significantly worse self-rated health in urban older residents was found for females, which was related with a lower level of the social network index. Comparatively, in the rural areas, not only the social network index but other indicators of social capital, such as social support and social participation, predicted positive self-rated health. Also in this region, the risk of poor self-rated health increased with higher a number of chronic diseases. In the Table 2 . Differences in socio-demographic characteristics, social capital and health status between people living in urban and rural areas across the 6 NUTS regions of Poland northern region, in both areas, poorer self-rated health by older people increased with the number of chronic diseases. In urban areas, social participation supported the positive self-rated health, while in rural areas the social network index and social support significantly influenced positive self-rated health, and the level of loneliness increased with poor evaluation of health. In the north-west, similarly, the number of diseases influenced poorer self-rated health in older people living both in urban and rural areas. In urban citizens, social participation increasing positive self-rated health; in rural citizens, the same role was played by the social network and social support, while loneliness predicted poor evaluation of health. In the southern region, significantly better self-rated health was related with a higher level of social support among rural older people, which was also related with a lower number of chronic diseases in both groups of residents (Tab. 5). Table 6 shows the assessment of the socio-demographic characteristics and indicators of social capital as determinants of subjective well-being among rural and urban older individuals across the 6 regions. In the south-western region, as significant determinates of a higher level of subjective well-being, a better social network and lower number of chronic diseases were found for both areas. Besides, social participation increased the level of well-being among rural residents. In the southern region, loneliness predicted poorer health among rural and urban older individuals; additionally, a higher level of social networks and lower number of chronic conditions were significant predictors of well-being. Comparatively, in the eastern region, a better assessment of social networks was related with a higher level of well-being among urban older people, similarly to being younger and having fewer chronic diseases. In the central region, a higher social network was a determinant of wellbeing in both areas, a higher level of social participation and being younger only among urban individuals, while there was a lower level of loneliness among rural older people.
Higher subjective well-being in the northern region was related with a decrease in loneliness for both urban and rural areas, and being younger among urban individuals and a growing number of chronic diseases among rural older people. Finally, indicators of social capital, such as social network, social support and loneliness, were found to be significant determinants of well-being among urban participants, whereas among rural older people only the total number of chronic diseases was indicated as a predictor of well-being (Tab. 6).
DISCUSSION
Characteristics of urban and rural older residents of the 6 regions in Poland confirmed significant differences not only between older people living in urban and rural areas, but also Table 6 . Multivariate linear regressions of subjective well-being (net-affect) across place of residence in the mentioned regions in relation to social characteristics between urban and rural residents. Chronic conditions significantly influenced self-rated health and subjective well-being, and these data correspond with those of other authors [22, 23] .
General results show twice as many older people in urban than in rural areas, also confirmed differences in the social status between urban and rural residents. It should also be mentioned that significant differences were noted in the proportion of urban and rural residents across the regions in Poland: the lowest proportion of urban citizens and the highest proportion of rural residents was noted in the eastern region. The highest proportion of urban citizen in the northwest and south-west was significantly associated with higher social participation which positively influenced self-rated health.
Loneliness significantly influenced self-rated health in urban areas. Data presented by other authors showed that rural areas in American society are characterized by isolation, compounded by lack of public transportation, difficult weather conditions, heavy seasonal demands of farming, and the lesser availability of public services in rural areas. These conditions increase the need for intra-family cooperation and exchange, and as a consequence, rural residents have a greater sense of responsibility to others, especially to family members in comparison to urban residents [9] .
In general, different predictors of self-rated health in urban and rural Polish older residents have been found. A relationship between loneliness and poor self-rated health was observed only in rural residents. In urban residents, the social network and social participation significantly predicted positive self-rated health.
Nummela et al. [24] examined the association between self-rated health and combinations of social participation and trust among ageing people living in three areas of Finland. The highest rate of good self-rated health was found among the high social capital group, but after adjusting for background variables, statistical significance remained only in the urban area.
A study which concentrated on comparing the relationships between social capital and health for rural and urban residents of South Australia showed that higher levels of networks, civic participation and cohesion existed in rural areas. Mental health was better among rural participants, but there were no significant differences for physical health. Social capital was associated with good mental health for both urban and rural participants, but with better physical health only for urban participants [25] .
It is necessary to stress that loneliness, both in urban and rural elderly people, was associated with poorer subjective well-being, additionally in rural residents a better social network significantly influenced positive well-being. In most of the regions, the social network was significantly associated with subjective well-being in both rural and urban older residents (south-west, central), but this relationship was observed only in urban citizens in the eastern and northwestern regions.
The presented results correspond with other data. Mechakra-Tahiri et al. [26] performed a study focused on the prevalence of depression within elderly Quebec population residing in a rural area, an urban area and metropolitan Montreal, and assessed the association between social relationships and depression across these urban and rural setting. Data showed that the prevalence of depression was higher in rural (17%) and urban area (15%) than in Montreal (10.%3), which indicated that social support and lack of conflict in intimate relationships were associated with a lower prevalence of depression in all areas [26] .
Hofferth and Iceland [9] found that families in rural areas are more likely than families in urban areas to exchange exclusively with kin, supporting the notion that family ties are stronger in rural areas where families are less mobile and more strongly connected to their kin networks. Data showed that some of urban-rural differences in patterns of exchange are explained by different family characteristics, but key urban-rural differences remained due to differences in norms and the availability of institutional support services in different areas [9] .
Longitudinal studies of neighbourhood life may have some implication for understanding social ties, because the degree of social interaction among neighbours is a key indicator of the strength of localized communities in urban society [27] . A study performed by Guest and Wirzebicki [27] , based on 22 years' observation, confirmed a decline in the importance of social ties on the basis of neighbourhood, and upward growth in the importance of non-neighbourhood social ties.
The presented results show the role of social loneliness as a predictor of poor assessment of subjective well-being, and the positive role of the social network on well-being in rural residents. The results also confirm the role of social capital in self-rated health and well-being between urban and rural areas, as well as across the analyzed regions.
Van Oorschot and Gelissen [28] used various aspects of social capital (networks, trust, civism) to construct an instrument for measuring its multi-facetedness, based on data from the 1999 -200 European Values Study, showed how social capital, by its mentioned aspects is distributed geographically among European countries and regions (north, west, south, east), and socially among social categories of European citizens. Among the eastern countries, Poland, Bulgaria, Croatia, the Czech Republic, Estonia, Latvia, Lithuania, Hungary were clustered.
Data coming from the European Values Study survey (1999) (2000) showed differences in the country's scores in trust and networks. For example, generalized trust for Finland -1.6, for Spain -1.4, for Poland -1.2 (score 1-3); for friends network: Finland -2.2, for Spain -2.1, for Poland -1.7 (score 1-3), and for the family network in Finland -1.6, Spain -2.5, Poland -2.6 (score 1-3). These data show that in the Scandinavian countries social capital levels tend to be slightly higher with the exception of family bonding [28] .
Studies by Pichler and Wallace [29] focused on the relationship between 2 types of social capital (formal associative behaviour or informal social relations -networks). The authors analyzed the relationship between social networks, social and family support (informal social capital) and associational behaviour along with social trust (formal social capital). The results of a representative sample of 27 countries in relation to regions showed that Scandinavian countries and the Netherlands had the highest levels of all forms of social capital. In southern and eastern Europe, informal social capital was more important, (in the south this came mainly in the form of family support). In the east, informal support outside the family was also important. The concept of social capital regimes gives better understanding of the various cultures in participation and cohesion across Europe [29] .
In conclusion, it is necessary to mentioned that such analysis as that presented gives the opportunity to carefully describe the regional differences in the social context of ageing, and open the field for discussion and action on how to cope with such negative outcomes of ageing as loneliness, and shows the necessity for improving social participation and the role of the social network in older residents of rural areas.
